Periodontal disease is an infectious pathology characterized by an inflammation. Among the progressive forms of this disease, the pathognomonic or hallmark sign is the periodontal pocket: an increase in the depth of gingival sulcus greater than 3 mm with apical displacement of the gingival attachment. The insidious development of periodontal infections and their delayed diagnosis explains the high prevalence of severe periodontitis 1, [6] [7] [8] .
These considerations more than justify performing a periodontal examination each and every time a patient comes in for a dental consultation.
Unfortunately, the traditional method used for diagnosis, that is still recommended today, is thorough, complete and tedious 4, 5 . From the start, in an exacting manner, with tooth by tooth inspection, the diagnosis seeks to identify various clinical factors, to locate lost attachments and any tooth mobility, to measure the depth of the periodontal pockets, the gingival recessions, the height of the keratinized gingiva 2, 3 . . .Collecting all this data is impractical in the context of total dentistry or orthodontics.
Besides, the new methods for diagnosis, based on the use of electronic probes, biological dosage for different markers of periodontal disease or even techniques using advanced imaging, still do not make it feasible to draw clinical conclusions that are pertinent 18, 19 . Finally, periodontal screening is never mentioned, even though it informs future therapy choices.
Periodontal screening should become a standard practice since it is intended to identify patients at risk and to eliminate reservoirs of bacteria at an early stage.
The objective of this article is to offer a simplified and reasonable approach for periodontal disease screening that should be a routine part of each and every oral examination.
-SCREENING METHOD
The main purpose of this periodontal examination is to answer the question of whether or not there are any sites of infection that require periodontal management.
This assessment has three parts: the initial patient interview (medical history), the clinical oral examination and the radiological examination.
--Medical history
The patient interview makes it possible to: -target the risk factors for periodontal diseases 11, 16 ; -determine the risk for PD as it relates to the general health of the patient: complications such as infections, hemorrhaging or scarring before the initiation of treatment. The examiner should pay special attention to the capacity of the immune responses of the patient; -make patients become more aware of PD by questioning them about the symptoms of their chronic disease 12 . A medical questionnaire specifically designed for PD screening will optimize time spent interviewing the patient.
-2 -Clinical examination
It is based on a binary method. At this point, the practitioner does not focus on the intensity of the clinical signs but whether or not there are signs of periodontal disease. It is divided into four stages: inspection, gingival palpation, dental palpation and probing.
• Inspection
The practitioner is looking for areas of erythema and edema mainly in the papillae (Figs. 1 and 2), as well as the presence of dental plaque.
• Gingival palpation Oral gingival palpation from apical to coronal on all the teeth makes it possible to express the exudate contained in the periodontal pocket and/or to reveal the presence of blood and pus, markers of activity 10 (Figs. 3 and 4).
• Dental palpation
Dental palpation makes it possible to evaluate the stages of tooth mobility that are markers for the severity of bone lysis 15 .
It is important to emphasize that the absence of the signs and symptoms previously described does not allow the examiner to exclude the presence of periodontal pockets (progressive periodontal disease) (Fig. 5) . 
• Probing
At this stage, ''detection probing'' is the only examination that makes it possible to validate the presence of periodontal pockets.
Unlike conventional periodontal charting 13, 14 , ,periodontal detection probing is performed starting with the very first office visit using the same CP15 Hu-Friedy Ò probe. But, the focus is not on the probe values or even on the location of the infected sites. Working from a binary mode and using the depth scale measurements, the practitioner can determine whether or not there are pockets. Three stages can present: < 4 mm, between 4 and 6 mm, > 6 mm.
During the examination, the practitioner methodically probes the six points of each tooth with the CP15 Hu-Friedy Ò probe. The absence of periodontal infection is validated by the total absence of pockets.
Conversely, as soon as the examination shows evidence that there are periodontal pockets on at least four teeth, the examiner stops the probing because the test results are assuredly positive for the presence of periodontal disease.
Figures 4a and 4b
Clinical images of periodontitis before (a) and after palpation (b).
Figures 5a and 5b a: image of progressive periodontitis: absence of inflammatory signs; b: radiological image: demonstrating bone loss.
The clinical oral picture is deceptive since there are few signs of inflammation and the gingiva have a very coronary border.
-3 -Radiological examination
It demonstrates the bone loss but does not detect whether or not there are reservoirs of periodontal infection 9 . The radiological examination completes the detection probing and allows the practitioner to make a factbased diagnosis. A digital panoramic examination is recommended at this stage 17 . It offers the advantage of being simple and quick. Since it is reproducible, it presents an overall and multidisciplinary view of the oral cavity. If need be, this examination can be completed with periapical films.
-CLINICAL SYNTHESIS
The data gathered thus far provides a solid basis for rating the patient according to the following categories: no periodontal disease, stabilized periodontal disease, periodontal disease with progressive gingivitis or marginal/moderate periodontitis, and finally, severe progressive periodontitis (Tab. I). • The absence of periodontal disease is characterized by the absence of inflammatory signs, of pockets greater that 4 mm and bone loss. Therefore, the practitioner does not need to consider treatment. However, if dental plaque is present, the orthodontist should proceed with prophylactic cleaning (Fig. 10 ).
• Stabilized periodontal disease is characterized by the absence of inflammatory signs, the absence of pockets = 4 mm, the presence of bone loss. The practitioner should set up supportive periodontal treatment (Fig. 11 ).
• Progressive periodontal disease with gingivitis or marginal/moderate periodontitis is characteri z e d b y t h e p r e s e n c e o f inflammatory signs and/or probing values of 4 to 5 mm, with little or no bone loss (Fig. 12 ). For this category, the prognosis for preserving the teeth is favorable but periodontal cleaning must be performed.
• Progressive periodontal disease with severe periodontitis is characterized by the presence of possible signs of inflammation, by probing values 4 6 mm and by severe bone loss. For this category, since the prognosis for preserving the teeth is uncertain, a periodontal cleaning should be performed as soon as possible (Fig. 13) . If the initial periodontal diagnosis turns out to be positive (last three categories), it will be followed later by a consultation so that the practitioner can explain the disease, discuss the treatment procedures and demonstrate techniques for plaque
Figures 9a to 9c
Periodontal disease is a disease of site(s). Therefore, the examiner must probe 3 points on each face of the tooth. On the 23 shown here, the infectious reservoir is only found on the distal surface.
control that are individualized for the patient.
Immediately following this periodontal consultation, the practitioner has to manage the psychological aspects of this disease because its chronic nature can lull the patient into becoming less vigilant about controlling plaque.
In the case of progressive periodontal diseases (last two categories), the patient must receive a thorough periodontal diagnosis in order to plan appropriate treatment. 
-CONCLUSION
The method for detection of periodontal disease that is described in this article incorporates all the classic stages of any diagnostic process: interview, clinical oral examination followed by a radiological examination.
The detection probing with a dental probe must be done routinely and systematically and given the highest priority in order to avoid delayed treatment that can occur if PD goes unnoticed by the patient and the unenlightened dentist.
Periodontal screening cannot show in an overly detailed manner, the stage of periodontal disease for every tooth but using the binary approach, it does make it possible to assert whether or not there is an infection and to quickly begin treatment.
Both orthodontists and dentists are licensed to perform this examination. It makes it possible to make a diagnosis, to begin periodontal management of the patient or to refer the patient to an appropriate specialist.
The examination should be repeated before any orthodontic treatment or prior to any functional reconstruction in order to maintain periodontal stability.
